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WVSP FORM 78     WEST VIRGINIA  CITATION ISSUED       � YES    � NO 

DMV 314     D.U.I. INFORMATION SHEET CITATION NUMBER  __________________ 

 
AGENCY: ______________________________  ARREST NUMBER: ________________________________________ 
 

CRASH/STOP LOCATION:______________________________________    COUNTY: _______________________ 

CRASH:  � YES    � NO   CRASH NUMBER: _________________    DATE OF CRASH: ______________    TIME OF CRASH: ________ HOURS      

� DISABLED VEHICLE       � BOLO NOTICE     

DATE OF INITIAL CONTACT: ______________    TIME OF INITIAL CONTACT: ___________ HOURS    DATE OF ARREST:  ________________      

TIME OF ARREST: ______________ HOURS    SOBRIETY CHECKPOINT:  � YES    � NO  

THE BELOW NAMED DRIVER AND/OR VEHICLE OWNER VIOLATED 17C-5-2, 17C-5-7, 17C-5A-2 OR 17E-1-1 ET SEQ. BY DRIVING UNDER 

THE INFLUENCE OF: � ALCOHOL    � CONTROLLED SUBSTANCES/DRUGS    � COMBINED  

(CHECK ALL BOXES BELOW THAT APPLY) 

 IN ADDITION, THE DRIVER:    � REFUSED THE SECONDARY TEST  � CAUSED DEATH (FELONY)  � CAUSED DEATH (MISDEMEANOR)    

� CAUSED INJURY TO ANOTHER (NOT THE DRIVER)   � HAD A PASSENGER UNDER THE AGE OF SIXTEEN (16) 

� BAC OF _______________________________    �  BLOOD TEST REQUESTED 

DRIVER INFORMATION 

 
NAME _______________________________________________________________________________________________________________ 
  LAST     FIRST     MIDDLE 
 
 

______________________________________________________________________________________________________________________ 
  ADDRESS     CITY    STATE                   ZIP 

 

SEX:   �MALE   �   FEMALE   AGE: ________________ DATE OF BIRTH: _____/_______/___________ SSN#: ______-____-___________ 

COLOR OF EYES: _______________ HAIR: _________________ HEIGHT: _______________________ WEIGHT: ____________________  

RACE:   �  WHITE     � BLACK     � ORIENTAL     � HISPANIC    � INDIAN     � OTHER _____________________ 

DRIVER’S LICENSE NUMBER: __________________________  �  CDL   STATE: _______________   STATUS: _________________________ 

PHONE NUMBER: __________________________  � CELL � WORK � HOME 

      VEHICLE INFORMATION 

             
OWNER’S NAME: ______________________________________________________________        �   SAME AS DRIVER 
          
______________________________________________________________________________________________________________________ 
  ADDRESS     CITY    STATE  ZIP 

 

�   COMMERCIAL VEHICLE       GVW:  ______________________  �   HAZARDOUS MATERIALS   

YEAR:  _________   MAKE:  __________________    MODEL:  __________________    STYLE: _____________ COLOR: _____________  

PLATE NUMBER:  ___________________________ STATE:  ________ EXPIRATION DATE:  ___________________ 

VIN:  __________________________________________ VEHICLE TOWED:  � YES  � NO   WHERE: ________________________________  

ADDRESS: _______________________________________________________________________   PHONE NUMBER:____________________ 

 
ONLY COMPLETE THIS SECTION WHEN CHARGING OWNER WITH PERMITTING DUI 
�  OWNER KNOWINGLY PERMITTED DRIVER TO DRIVE UNDER THE INFLUENCE 
                 Owner’s Date of Birth 
OWNER’S DRIVER LICENSE NUMBER________________________________________      STATE__________         _______/______/________ 
 

VEHICLE IN MOTION 

 

� TURNING WITH WIDE RADIUS    � STRADDLING CENTER LINE    � WEAVING    � TURNING ABRUPTLY    � TURNING ILLEGALLY 

� DRIVING ON OTHER THAN DESIGNATED HIGHWAY    � ALMOST STRIKING OBJECT OR VEHICLE    � FOLLOWING TOO CLOSELY 

� DRIVING IN OPPOSING TRAFFIC    � TIRES ON CENTER MARKER    � TIRES ON LINE MARKER  � SWERVING    � HEADLIGHTS OFF    

� BRAKING ERRATICALLY    � ACCELERATING/DECELERATING RAPIDLY  � STOPPING IN WRONG PLACE    � SLOW RESPONSE TO 

TRAFFIC SIGNALS    � SLOW  SPEED    � EXCESSIVE SPEED  � SIGNALING INCONSISTENT WITH DRIVING ACTIONS             

� STOPPING WITHOUT CAUSE IN TRAFFIC LANE    � FLEEING/EVASION             

� OTHER: ____________________________________________________________________________________________________________ 
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PERSONAL CONTACT 

ODOR OF ALCOHOLIC BEVERAGE ON SUBJECT’S BREATH:  � YES �  NO 

EXITING VEHICLE:   � NORMAL �  UNSTEADY �  STAGGERS �  NEEDS HELP �  FALLS DOWN 

WALKING TO ROADSIDE: � NORMAL �  UNSTEADY �  STAGGERS �  NEEDS HELP �  FALLS DOWN 

STANDING:   � NORMAL �  UNSTEADY �  STAGGERS �  NEEDS HELP �  FALLS DOWN  

SPEECH: ____________________________________________________________________________________________________________   

ATTITUDE: ___________________________________________________________________________________________________________  

CLOTHING: ___________________________________________________________________________________________________________  

EYES:  _______________________________________________________________________________________________________________ 

OTHER: ______________________________________________________________________________________________________________  

ADMISSIONS OR STATEMENTS:  _________________________________________________________________________________________ 
 
ALCOHOLIC BEVERAGE CONTAINERS OR DRUG EVIDENCE NOTED: � IN AUTO �  ON PERSON 
 
EXPLAIN: _____________________________________________________________________________________________________________ 
 

PRE-ARREST SCREENING 
 
HORIZONTAL GAZE NYSTAGMUS  � EXPLAINED � REFUSED 
 

I am going to check your eyes (Please remove your glasses). Put your feet together, hands at your side. Keep your head still and look at and follow the 

stimulus with your eyes only. Do not move your head and keep looking at the stimulus with your eyes until I tell you to stop. 

Do you understand the instructions?     Always start with left eye 

MEDICAL ASSESSMENT 
  
EQUAL PUPILS  �YES  � NO 
 
RESTING NYSTAGMUS �YES  � NO 

EQUAL TRACKING  �YES  � NO 

      VERTICAL NYSTAGMUS    �YES  � NO 

TOTAL SCORE (DECISION POINT:  4) ______  (If subject unable to perform test, record only the observable clues) 

CANNOT PERFORM TEST (EXPLAIN):   _________________________________________________________________________ 
             

WALK AND TURN � EXPLAINED  � DEMONSTRATED  � REFUSED 
 
Place your left foot on the line (real or imaginary). Place your right foot on the line in front of your left foot, with the heel of the right foot against the 
toe of the left foot. Place your arms down at your sides. Keep this position until I tell you to begin. Don’t walk until I tell you to do so. DO YOU 
UNDERSTAND? 
 
When instructed, take nine heel-to-toe steps, turn and take nine heel-to-toe steps back. When you turn, keep your front foot on the line and turn by 
taking a series of small steps with the other foot. While you are walking, keep your arms at your sides, watch your feet at all times, and count your 
steps out loud. Once you start walking, don’t stop until you have completed the test. DO YOU UNDERSTAND? 
 
Begin and count your first step from heel-to-toe as ‘One 
              

INSTRUCTIONS STAGE                                    

� CANNOT KEEP BALANCE               

� STARTS TOO SOON 

WALKING STAGE                                          

� STOPS WHILE WALKING � MISSES HEEL-TO-TOE 
   
� STEPS OFF LINE  � RAISES ARMS TO BALANCE              
 
� IMPROPER TURN  � INCORRECT # OF STEPS 
 

IMPROPER TURN (DESCRIBE):  _____________________________________________________________________________________ 

TOTAL SCORE (DECISION POINT: 2) ______________________  
 
(If subject unable to perform test, record only the observable clues) 
CANNOT PERFORM TEST (EXPLAIN): ________________________________________________________________________________ 
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ONE LEG STAND � EXPLAINED  � DEMONSTRATED  � REFUSED 
 

Stand with your feet together, hands to your sides. Do not start until told to do so. When instructed, raise either foot approximately 6 inches off the 
ground with your toe pointed out, foot parallel to the ground, and count in the following manner: 1001, 1002, 1003 until told to stop. While performing 
this test, keep your hands to your sides, keep your legs straight, and watch your feet. DO YOU UNDERSTAND? (Time test for 30 seconds) 
       (CIRCLE THE PLANTED FOOT) 
 
 
 
 
 
 
 
    

   

 

OTHER __________________________________        

        WEATHER   ____________________________________ 

TOTAL SCORE (DECISION POINT: 2)  _______________   LIGHTING:   ____________________________________   

(If subject unable to perform test, record only the observable clues) SURFACE:  _____________________________________ 

CANNOT PERFORM TEST (EXPLAIN): _______________________________________________________________________________ 
 

PRELIMINARY BREATH TEST  � TRAINED  � CERTIFIED � REFUSED 

 

� NO SMOKING OR ALCOHOL CONSUMPTION AT LEAST FIFTEEN (15) MINUTES PRIOR TO TEST    
       
INSTRUMENT:  ___________________   SERIAL #:  ___________________   TIME:  ___________________    RESULTS:  ________________ 
 

INDIVIDUAL DISPOSABLE MOUTHPIECE � YES    � NO      � PASS  �   FAIL 
 

     PASSENGERS IN VEHICLE   

          □ CHILD ENDANGERMENT 

 
 1)  _____________________________________________________________________________________________________________ 
  NAME    ADDRESS                       AGE (REQUIRED IF PASSENGER IS UNDER 16 YEARS ) 

 
 CONDITION:  _____________   WHERE SEATED:  _____________   PHONE NUMBER: ___________________ � CELL � WORK � HOME 
 
 
2)   _____________________________________________________________________________________________________________ 
  NAME    ADDRESS                     AGE (REQUIRED IF PASSENGER IS UNDER 16  YEARS ) 
 

 CONDITION:  _____________   WHERE SEATED:  _____________   PHONE NUMBER: __________________ � CELL � WORK � HOME
         

       WITNESS/OTHER OFFICERS   

 
1)   _____________________________________________________________________________________________________________ 
  NAME    ADDRESS     AGE 

 

OBSERVED SUBJECT DRIVING:  � YES   � NO  � DO NOT KNOW   PHONE NUMBER: __________________ � CELL � WORK � HOME 

 

OBSERVATION OF SUBJECT’S CONDITION? _____________________________________________________________________________ 

 WHERE WAS SUBJECT OBSERVED:  ___________________________________________________________________________________ 

 
 
2)   _____________________________________________________________________________________________________________ 
  NAME    ADDRESS     AGE 

 

OBSERVED SUBJECT DRIVING:  � YES   � NO  � DO NOT KNOW   PHONE NUMBER: ________________ � CELL � WORK � HOME 

OBSERVATION OF SUBJECT’S CONDITION? _____________________________________________________________________________ 

 ___________________________________________________________________________________________________________________ 

WHERE WAS SUBJECT OBSERVED:  ____________________________________________________________________________________ 

 

TYPE OF FOOTWEAR: 
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BREATH TEST OPERATIONAL CHECK LIST 

 

� NO TEST GIVEN          � IMPLIED CONSENT READ AND COPY PROVIDED TO SUBJECT          � REFUSED AFTER 15 MINUTES             

NAME OF SUBJECT: _____________________________________________________ DATE:  __________________________ 

TIME OF TEST:  ______________ BLOOD ALCOHOL:  0.  %      SERIAL NUMBER: ____________________  

OPERATOR:  ____________________________________      WITNESS: _____________________________________________  

 

� 1.  CHECKED SUBJECT AND THEN OBSERVED FOR TWENTY (20) MINUTES PRIOR TO COLLECTION OF BREATH SPECIMEN TO 

ENSURE THE SUBJECT HAS NOT INGESTED FOOD, DRINK NOR HAS OTHER FOREIGN MATTER IN HIS/HER MOUTH.   

� 2. PRINTER ONLINE AND NO ERRORS INDICATED IN DISPLAY. 

� 3. INSTRUMENT ON – DISPLAY READS “PRESS ENTER TO START”.   

� 4. ENTER DATA AS PROMPTED. 

� 5. INSTRUMENT DISPLAYS “PLEASE BLOW/R” PLACE AN INDIVIDUAL DISPOSABLE MOUTHPIECE INTO BREATH TUBE. 

� 6. HAVE SUBJECT BLOW INTO MOUTHPIECE.   

� 7. A GAS REFERENCE STANDARD RUN ON THE INTOX EC/IR II AND THE RESULTS INDICATE THE INSTRUMENT IS WORKING 

PROPERLY 

� 8. THE RESULTS OF THE REFERENCE STANDARD WERE    0._____________ %   and   0._____________ % 

� 9. “TEST COMPLETE”, WAIT FOR PRINTOUT.   

� 10. RECEIVED MY TRAINING AT _______________________________________________________________________ 

� 11. I BECAME CERTIFIED BY THE WEST VIRGINIA BUREAU FOR PUBLICH HEALTH ON  _________ /_________ /_________ 

                    DATE 

BLOOD TEST 

 

                         BLOOD TEST:     �  YES    � NO                                          TIME REQUESTED:  ____________________    

 WAS REQUEST FOR A BLOOD SAMPLE DIRECTED BY THE  ARRESTING OFFICER?   �  YES    � NO      REFUSED?  �  YES   � NO 

 WAS A SEARCH WARRANT OBTAINED?  �  YES    � NO      DID SUSPECT REQUEST BLOOD SAMPLE?  �  YES    � NO       

 WAS BLOOD SAMPLE TAKEN FOR MEDICAL TREATMENT (ex. crash)?  �  YES    � NO       

 REGARDLESS OF HOW THE BLOOD SAMPLE WAS TAKEN, PLEASE LIST: 

 HOSPITAL NAME:  ____________________________________________________________         TIME OF DRAW: ___________       AM  PM       

 DRAWN BY: _______________________________________________  TITLE: ________________________________________ 

 PHONE NUMBER: ________________________________________________                    CDDP BLOOD KIT USED?   �  YES    � NO  

 ANALYSIS BY: � WV STATE POLICE LABORATORY    � OTHER_______________________________________________ 

                MIRANDA WARNING  

  
1. YOU HAVE THE RIGHT TO REMAIN SILENT AND REFUSE TO ANSWER QUESTIONS. 

2. ANYTHING YOU DO SAY MAY BE USED AGAINST YOU IN A COURT OF LAW. 

3. YOU HAVE THE RIGHT TO CONSULT AN ATTORNEY BEFORE SPEAKING TO THE POLICE AND TO HAVE AN ATTORNEY PRESENT 

DURING ANY QUESTIONING NOW OR IN THE FUTURE.   

4. IF YOU CANNOT AFFORD AN ATTORNEY, ONE WILL BE PROVIDED FOR YOU WITHOUT COST. 

5. IF YOU DO NOT HAVE AN ATTORNEY AVAILABLE, YOU HAVE THE RIGHT TO REMAIN SILENT UNTIL YOU HAVE HAD AN 

OPPORTUNITY TO CONSULT WITH ONE. 

6. NOW THAT YOU HAVE BEEN ADVISED OF YOUR RIGHTS, ARE YOU WILLING TO ANSWER QUESTIONS WITHOUT AN ATTORNEY 

PRESENT? 

 
OFFICER: ___________________________________________________    DATE: ________________   TIME READ: ________________ 
 
SUSPECT’S SIGNATURE: __________________________________________________  
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INTERVIEW 

 
WERE YOU OPERATING A VEHICLE? _______________________ WHERE WERE YOU GOING? ______________________________  

WHAT STREET/HIGHWAY WERE YOU ON?  __________________  DIRECTION OF TRAVEL?  ________________________________ 

WHERE DID YOU START FROM? ___________________________ WHAT TIME DID YOU START?  _____________________________ 

WHAT TIME IS IT NOW?  __________________________________ CITY (COUNTY) YOU ARE IN NOW? ________________________ 

 WHAT IS THE DATE?  ____________________________________ WHAT DAY OF THE WEEK IS IT?  __________________________ 

INTERVIEWER FILL IN ACTUAL TIME ________________ HOURS DAY   _________________   DATE   ________________________   

WHEN DID YOU LAST EAT? _______________________________ WHAT DID YOU EAT?  ___________________________________ 

WHAT WERE YOU DOING DURING THE LAST THREE HOURS?  _________________________________________________________ 

_______________________________________________________________________________________________________________ 

HAVE YOU BEEN DRINKING?  _____________ WHAT?  _________________________   HOW MUCH?  _________________________   

ARE YOU UNDER THE INFLUENCE OF ALCOHOL, CONTROLLED SUBSTANCES OR DRUGS?  _______________________________ 

IF SO, WHAT? ___________________________________________________________________________________________________ 

DO YOU HAVE ANY PHYSICAL DEFECTS?  _________________ WHAT? ________________________________________________  

ARE YOU ILL?  _________________________ WHAT’S WRONG?  _______________________________________________________ 

DO YOU LIMP? __________ HAVE YOU BEEN INJURED LATELY? ______________   WHAT’S WRONG ________________________  

WERE YOU INVOLVED IN A CRASH TODAY?   ____________________  DID YOU INJURE YOUR HEAD?  ______________________ 

HAVE YOU HAD ANY ALCOHOLIC BEVERAGE SINCE THE CRASH?     IF SO WHAT?   

WHERE? ______________________ HOW MUCH?  ___________________________ WHEN?  _______________________________ 

ARE YOU TAKING MEDICATION?  _____________    WHAT KIND?  _______________________ LAST DOSE? ___________________  

DO YOU HAVE EPILEPSY?   ________  DO YOU HAVE DIABETES? ______ INSULIN USE? ______  LAST DOSE? ___________ HOURS 

HAVE YOU TAKEN OR INJECTED ANY OTHER DRUGS RECENTLY?  ____________________   WHEN?  __________________ HOURS 

WHAT KIND OF DRUG(S)? _________________________________________________________________________________________  

WHEN DID YOU LAST SLEEP?_______________________________________    HOW MUCH SLEEP DID YOU HAVE?  _____________ 

ADDITIONAL REMARKS OR STATEMENTS:  (ATTACH ADDITIONAL SHEETS AS NECESSARY)   _______________________________ 

________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________  

 

SUSPECT’S SIGNATURE: ____________________________________________     DATE: __________     TIME: __________   

    

(ATTACH NARRATIVE IF NECESSARY) 

  I SUBMIT THIS REPORT PURSUANT TO W. VA. CODE ' 17C-5A-1, ' 17C-5-7, AND/OR ' 17E-1-15. 

 

  _________________________________________________ __________________________________________________ 
           ARRESTING OFFICER’S SIGNATURE REQUIRED    PRINTED NAME 
 
        
  _________________________________________________ __________________________________________________ 
    AGENCY       ADDRESS 

 

        __________________________________________________
          ADDRESS 
 
 ***THE SIGNING OF THIS STATEMENT CONSTITUTES AN OATH OR AFFIRMATION THAT THE STATEMENTS ARE TRUE AND 
THAT ANY COPY FILED IS A TRUE COPY. 

  
 ***BE ADVISED THAT TO WILLFULLY SIGN A STATEMENT CONTAINING FALSE INFORMATION CONCERNING ANY MATTER 
OR THING MATERIAL OR NOT MATERIAL IS FALSE SWEARING AND IS A MISDEMEANOR.   
 

REMIT TO:  STATEMENT OF ARRESTING OFFICER, PO Box 17050, Charleston, WV 25317 


	AGENCY: 
	CITATION NUMBER: 
	ARREST NUMBER: 
	CRASHSTOP LOCATION: 
	COUNTY: 
	CRASH NUMBER: 
	DATE OF CRASH: 
	TIME OF CRASH: 
	DATE OF INITIAL CONTACT: 
	TIME OF INITIAL CONTACT: 
	DATE OF ARREST: 
	TIME OF ARREST: 
	D BAC OF: 
	FEMALE AGE: 
	COLOR OF EYES: 
	HAIR: 
	HEIGHT: 
	WEIGHT: 
	D OTHER: 
	DRIVERS LICENSE NUMBER: 
	STATE: 
	STATUS: 
	PHONE NUMBER: 
	OWNERS NAME: 
	STYLE: 
	COLOR: 
	EXPIRATION DATE: 
	WHERE: 
	ADDRESS_2: 
	PHONE NUMBER_2: 
	OWNERS DRIVER LICENSE NUMBER: 
	STATE_3: 
	D OTHER_2: 
	SPEECH: 
	ATTITUDE: 
	CLOTHING: 
	EYES: 
	OTHER: 
	ADMISSIONS OR STATEMENTS: 
	EXPLAIN: 
	TOTAL SCORE DECISION POINT 4: 
	CANNOT PERFORM TEST EXPLAIN 1: 
	IMPROPER TURN DESCRIBE: 
	TOTAL SCORE DECISION POINT 2: 
	CANNOT PERFORM TEST EXPLAIN: 
	OTHER_2: 
	TYPE OF FOOTWEAR: 
	TOTAL SCORE DECISION POINT 2_2: 
	WEATHER: 
	LIGHTING: 
	SURFACE: 
	CANNOT PERFORM TEST EXPLAIN 1_2: 
	INSTRUMENT: 
	SERIAL: 
	TIME: 
	RESULTS: 
	CONDITION: 
	WHERE SEATED: 
	CONDITION_2: 
	WHERE SEATED_2: 
	PHONE NUMBER_4: 
	NAME OF SUBJECT: 
	DATE: 
	TIME OF TEST: 
	SERIAL NUMBER: 
	OPERATOR: 
	WITNESS: 
	RECEIVED MY TRAINING AT: 
	TIME REQUESTED: 
	HOSPITAL NAME: 
	DRAWN BY: 
	TITLE: 
	PHONE NUMBER_7: 
	OFFICER: 
	DATE_2: 
	TIME READ: 
	WERE YOU OPERATING A VEHICLE: 
	WHERE WERE YOU GOING: 
	WHAT STREETHIGHWAY WERE YOU ON: 
	DIRECTION OF TRAVEL: 
	WHERE DID YOU START FROM: 
	WHAT TIME DID YOU START: 
	WHAT TIME IS IT NOW: 
	CITY COUNTY YOU ARE IN NOW: 
	WHAT IS THE DATE: 
	WHAT DAY OF THE WEEK IS IT: 
	INTERVIEWER FILL IN ACTUAL TIME: 
	HOURS DAY: 
	DATE_3: 
	WHEN DID YOU LAST EAT: 
	WHAT DID YOU EAT: 
	WHAT WERE YOU DOING DURING THE LAST THREE HOURS 1: 
	WHAT WERE YOU DOING DURING THE LAST THREE HOURS 2: 
	HAVE YOU BEEN DRINKING: 
	WHAT: 
	HOW MUCH: 
	ARE YOU UNDER THE INFLUENCE OF ALCOHOL CONTROLLED SUBSTANCES OR DRUGS: 
	IF SO WHAT: 
	DO YOU HAVE ANY PHYSICAL DEFECTS: 
	WHAT_2: 
	ARE YOU ILL: 
	WHATS WRONG: 
	DO YOU LIMP: 
	HAVE YOU BEEN INJURED LATELY: 
	WHATS WRONG_2: 
	WERE YOU INVOLVED IN A CRASH TODAY: 
	DID YOU INJURE YOUR HEAD: 
	HAVE YOU HAD ANY ALCOHOLIC BEVERAGE SINCE THE CRASH: 
	IF SO WHAT_2: 
	WHERE_2: 
	WHEN: 
	ARE YOU TAKING MEDICATION: 
	WHAT KIND: 
	LAST DOSE: 
	DO YOU HAVE EPILEPSY: 
	DO YOU HAVE DIABETES: 
	INSULIN USE: 
	LAST DOSE_2: 
	HAVE YOU TAKEN OR INJECTED ANY OTHER DRUGS RECENTLY: 
	WHEN_2: 
	WHAT KIND OF DRUGS: 
	WHEN DID YOU LAST SLEEP: 
	HOW MUCH SLEEP DID YOU HAVE: 
	ADDITIONAL REMARKS OR STATEMENTS ATTACH ADDITIONAL SHEETS AS NECESSARY 1: 
	ADDITIONAL REMARKS OR STATEMENTS ATTACH ADDITIONAL SHEETS AS NECESSARY 2: 
	ADDITIONAL REMARKS OR STATEMENTS ATTACH ADDITIONAL SHEETS AS NECESSARY 3: 
	ADDITIONAL REMARKS OR STATEMENTS ATTACH ADDITIONAL SHEETS AS NECESSARY 4: 
	DATE_4: 
	TIME_2: 
	PRINTED NAME: 
	AGENCY_2: 
	ADDRESS_3: 
	ADDRESS_4: 
	Citation Issued?: Off
	Crash?: Off
	Sobriety Checkpoint?: Off
	What was the driver under the influence of?: Off
	Driver Gender: Off
	DATE OF BIRTH MONTH: 
	DAY OF BIRTH: 
	YEAR OF BIRTH: 
	SSN (1): 
	SSN (2): 
	SSN (3): 
	Driver Race: Off
	Phone Number Type: Off
	Driver Street Address: 
	Driver City: 
	Driver State: 
	Driver Zip: 
	Owner Street Address: 
	Owner City: 
	Owner State: 
	Owner Zip: 
	Owner's Name: Off
	Vehicle Towed: Off
	GVW: 
	YEAR: 
	MAKE: 
	MODEL: 
	PLATE NUMBER: 
	STATE_2: 
	VIN: 
	Owners Month of Birth: 
	Owners Day of Birth: 
	Owners Year of Birth: 
	Medical Assessment - Resting Nystagmus: Off
	Medical Assessment - Equal Tracking: Off
	Vertical Nystagmus: Off
	Medical Assessment - Equal Pupils: Off
	Other: Off
	Turning with wide radius: Off
	Straddling center line: Off
	Weaving: Off
	Turning abruptly: Off
	Turning illegally: Off
	Driving on other than designated highway: Off
	Almost striking object or vehicle: Off
	Following too closely: Off
	Driving in opposing traffic: Off
	Tires on center marker: Off
	Tires on line marker: Off
	Swerving: Off
	Headlights off: Off
	Breaking erratically: Off
	Slow response to traffic signal: Off
	Accelerating/decelerating rapidly: Off
	Slow speed: Off
	Excessive speed: Off
	Signalling inconsistent with driving actions: Off
	Stopping without cause in traffic lane: Off
	Fleeing/evasion: Off
	Stopping in wrong place: Off
	Caused death (felony): Off
	Caused death (misdemeanor): Off
	Caused injury to another (not driver): Off
	BAC of: Off
	Had a passenger under the age of sixteen: Off
	Odor of alcoholic beverage on subjects breath: Off
	Cannot keep balance: Off
	Starts to soon: Off
	Stops while walking: Off
	Steps off line: Off
	Improper turn: Off
	Raises arms to balance: Off
	Incorrect number of steps: Off
	Misses Heel-To-Toe: Off
	Refused: Off
	Certified: Off
	Trained: Off
	No smoking or alcohol consumption at least fifteen minutes prior to test: Off
	Individual disposable mouthpiece: Off
	Child endangerment: Off
	Type of Phone Number for passenger 1: Off
	PHONE NUMBER_3: 
	Type of Phone Number for passenger 2: Off
	Passenger One's Name: 
	Passenger One's Address: 
	Passenger One's Age: 
	Passenger Two's Name: 
	Passenger Two's Address: 
	Passenger Two's Age: 
	Observed subject driving: Off
	1st Wittness/Officer's Type of Phone Number: Off
	1st Wittness/Other Officer's Name: 
	1st Wittness/Other Officer's Address: 
	1st Wittness/Other Officer's Age: 
	PHONE NUMBER_5: 
	OBSERVATION OF SUBJECTS CONDITION: 
	WHERE WAS SUBJECT OBSERVED: 
	2nd Wittness/Other Officer's Name: 
	2nd Wittness/Other Officer's Address: 
	2nd Wittness/Other Officer's Age: 
	Observed subject driving 2: Off
	2nd Wittness/Officer's Type of Phone Number: Off
	No test given: Off
	Implied consent read and copy provided to subject: Off
	Refused after 15 minutes: Off
	Blood alcohol: 
	Checked subject and then observed for 20 minutes prior to collection of specimen: Off
	Printer online and no errors indicated in display: Off
	Instrument on - Display reads "Press enter to start": Off
	Enter data as prompted: Off
	Instrument displays "please blow/r" place an individual disposable mouth piece into breath tube: Off
	Have subject blow into mouthpiece: Off
	A gas reference standard run on the intox EC/IR II and the results indicate instrument is working properly: Off
	results 1: 
	results 2: 
	The results of the reference standard were:: Off
	"Test Complete", wait for printout: Off
	Received my training at:: Off
	certification month: 
	certification day: 
	certification year: 
	Blood test: Off
	Was request for blood sample given by the arresting officer?: Off
	Refused?: Off
	Was a search warrant obtained?: Off
	Did suspect request blood sample?: Off
	Was blood sample taken for medical treatment?: Off
	CDDP Blood kit used?: Off
	Time of Draw: 
	Other Laboratory: 
	How much?: 
	Driver's Last Name: 
	Driver's First Name: 
	Driver's Middle Name: 
	Sways while balancing: Off
	Uses arms to balance: Off
	Hopping: Off
	Puts foot down: Off
	Pass: Off
	Walk and Turn Demonstrated: Off
	Walk and Turn Explained: Off
	Walk and Turn Refused: Off
	One Leg Stand Explained: Off
	One Leg Stand Demonstrated: Off
	One Leg Stand Refused: Off
	Horizontal Gaze Nystagmus Refused: Off
	Lack of Smooth Pursuit Left: Off
	Lack of Smooth Pursuit Right: Off
	Distinct & Sustained Nystagmus at Max Deviation Left: Off
	Distinct & Sustained Nystagmus at Max Deviation Right: Off
	Onset of Nystagmus Prior to 45 Degrees Left: Off
	Onset of Nystagmus Prior to 45 Degrees Right: Off
	Alcoholic Beverage Containers or Drug Evidence Noted in Auto: Off
	Alcoholic Beverage Containers or Drug Evidence Noted on Person: Off
	Horizontal Gaze Nystagmus Explained: Off
	Exiting Vehicle - Falls Down: Off
	Exiting Vehicle - Normal: Off
	Exiting Vehicle - Unsteady: Off
	Exiting Vehicle - Staggers: Off
	Exiting Vehicle - Needs Help: Off
	Walking to Roadside - Falls Down: Off
	Walking to Roadside - Normal: Off
	Walking to Roadside - Unsteady: Off
	Walking to Roadside - Staggers: Off
	Walking to Roadside - Needs Help: Off
	Standing - Normal: Off
	Standing - Unsteady: Off
	Standing - Staggers: Off
	Standing - Needs Help: Off
	Standing - Falls Down: Off
	Refused secondary test: Off
	Disabled Vehicle: Off
	Bolo Notice: Off
	Blood test requested: Off
	CDL: Off
	Hazardous Materials: Off
	Commercial Vehicle: Off
	Owner Knowingly Permitted Driver to Drive Under The Influence: Off
	I become certified by the WV Bureau for Public Health on:: Off
	Analysis by WVSP Police Laboratory: Off
	Analysis by Other: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off


